Routh: Discussion on Ventrifixation
The PRESIDENT (Dr. Amand Routh) thought t4e discussion would be of great use, but he agreed with Dr. Fairbairn that it had not come down to the bedrock question of the concrete cases where the operation became " necessary." He thought the subject should be divided into primary and accessory ventrifixation. The operation was often done after the abdomen was opened for other indications, such as removal of the appendages, myomectomy, &c. Ventrifixation then did not add to the risk. It was entirely different, however, in the primary operation when performed for various types of mobile retroverted prolapsed uterus.
Several speakers, among them Dr. Munro Kerr, had said that ventrifixation should only be done when it was " absolutely necessary." He doubted if the primary operation was at all frequently a necessity, that is to say, that the existing conditions could not with patience and experience, and with less risk to the patient, be treated equally well by operations of a plastic nature, or by palliative treatment. A subinvoluted chronically inflamed retroverted uterus would often become anteverted spontaneously a few weeks after a curettage and a course of purgatives and ergot. He only knew of one concrete condition where it was necessary to ventrifix a mobile retroverted uterus, and that was where in addition a persistent prolapsed ovary prevented the use of pessaries. Nothing could exceed, the relief afforded by the operation then, but in that case it was a conservative operation of less risk than the alternative operation of removal of the prolapsed ovary. He hoped that in their replies the speakers would deal with the concrete indications for primary ventrifixation where the uterus was retroverted but mobile.
Dr. GRIFFITH, in reply, said he was not prepared to support all that had been said by those in favour of this operation, but he was ready to defend his own selection of cases which he had placed before them in his, introduction to the discussion. It was clear that some of the differences of opinion which existed were due, as evidenced by Dr. Donald's remarks, to the entirely different point of view taken by the speakers with regard to the symptoms to be attributed to retroversion and prolapse. Some attributed dyspepsia or neurasthenia to a retroversion which caused no direct local symptoms; others said that there were no symptoms unless the patient was neurasthenic. Both groups based their treatment on these opposing views and each condemned the action of the other.
Dr. Griffith would not offer to convert those who differed from him,
